Proceedings of the Royal Society of Medicine 24 nodosa affecting the skin. I understand that the patient had previously been given sulphonamide for his acute illness (? acute rheumatism).
Dr. F. Parkes Weber: The diagnosis of dermatomyositis does not exclude by a long way the diagnosis of periarteritis nodosa. They are very much allied and it is quite possible that periarteritis nodosa might be a feature at a stage of a case of dermatomyositis.
Dr. H. Haber: The vascular pattern seen in that case reminds one of Ehrmann's livedo racemosa, a condition first found in tertiary syphilis. But other conditions affecting the cutaneous vascular network may produce the same clinical picture. (Tb. endocarditis, exposure to cold.)
Histologically there is usually an obliterative endarteritis to be found situated between cutis and subcutis.
Dr. R. T. Brain: Dr. Haber has not mentioned that he himself has done some original work on this condition. From what I have seen of the histology of periarteritis nodosa, I think that other inflammatory conditions can produce vascular lesions which may be attributed to this rare and obscure disease. H. P., aged 60. History.-Throughout his early life this man had a tight prepuce which would retract only with difficulty and at times with tearing. He was married in 1917.
In 1935 he developed a wart on the prepuce which was treated by circumcision. The glans penis at that time was normal.
In 1937 he noticed some scaling around the urethral orifice which cleared in a matter of weeks.
1938: There was some scaling of the glans with formation of hard skin. As the scale disappeared the skin below was normal.
1942: A small raw area developed when a scale separated and this healed with the use of powder.
1944: Other raw areas appeared and healed more slowly. December 1948: Another raw area formed and has persisted up to the present time. Throughout he has had no pain and no loss of sensation. There has been no reduction of the urinary stream.
On examination.-The shaft of the penis is normal and there is little abnormality of the corona. Over the remainder of the glans the skin is shiny and atrophic; in places there is some thickening and evidence of previous ulceration. On the under surface near the urethral orifice there is an ulcerated area with sharply defined margin. Normally the ulcerated area is dry but at times there is exudation. The urethral orifice is only slightly stenosed.
The President: I showed a similar case to this about two years ago. It has been treated sporadically with testosterone.
Dr. J. Sommerville: I think I have seen two cases in all. In my experience they have not gone as far as this in regard to shrinking. I think it is open to doubt whether this is a case of balanitis xerotica obliterans.
Kaposi's Htemorrhagic Sarcoma.-P. D. SAMMAN, M.R.C.P. (for J. E. M. WIGLEY, F.R.C.P.). Mrs. L. P., aged 61. History.-About seven years ago the patient noticed a patch of pigmentation on the front of the left ankle. This almost disappeared with adhesive strapping but during the next five years several more patches appeared which were more persistent and tended to become confluent.
Two years ago patches of a different colour appeared and have gradually increased in number, becoming confluent in places. They are slightly raised.
One year ago the ankle began to swell during the daytime, subsiding after a night's rest. This cedema has been slowly progressive. The right leg has not been involved.
On examination.-There are a number of plaques of a reddish-blue colour on the left ankle and one on the second left toe. Several are discrete, roughly circular and 1 cm. in diameter with clearly defined margins; they are slightly raised and infiltrated, others have become confluent giving a large irregular plaque. In addition to these plaques there is a patchy pigmentation of the ankle and considerable cedema.
Treatment has been small fractional doses of X-rays. Histology (Dr. Henry Haber).-The epidermis is normal. The upper part of the corium exhibits a granuloma consisting of newly-formed small vessels, some of which show proliferation of their endothelial linings leading to obliteration of the lumina. Furthermore, there is proliferation of spindle cells, round cells and a few eosinophils. One or two mitotic figures are also present. Blood pigment, both extracellular and intracellular, is abundant.
The Mrs. B. D., aged 58.
History.-Three and a half years ago she noticed a patchy loss of hair on the scalp with severe irritation and much scaling. A few weeks later, there was a rash round her waist with slight soreness which cleared completely in two months with ung. acid salicyl. 2 %.
The irritation and scaling of the scalp cleared up with lotio hydrarg. perchlor. and acid salicyl., but she continued to lose her hair slowly and without any regrowth up to and including the present time, in spite of further treatment with thorium X and UJ.V.L. Three months ago, there was a recurrence of the rash on the chest and arms.
Past history.-Menopause at the age of 47. Otherwise nil. Family history.-Married, no children. On examination.-There is a cicatricial alopecia involving nearly the whole of the scalp but leaving a margin of dry grey hairs round the circumference, where there are numerous erythematous follicular papules. Similar papules together with the loss of hair are also found in the axille and in the pubic region.
On the upper part of the back, shoulders, breasts and sub-mammary region, there are grouped skin-to pink-coloured follicular papules with keratotic tops from which protrude small spines. Around the waist and also in the biopsy scar below the right breast, there are typical lichen planus papules.
Mucous membranes clear. S. D., a girl, aged 10, developed the first lesion nine months ago on the site of a bruise in the middle of the back. The mother stated that the bruise turned blue and mauve and a brown crust formed a few weeks later. Other lesions appeared, the first on the right shoulder, another on the right hip and a third between the buttocks. There were no symptoms and patient's general health was good. There is no family history of skin diseases.
On examination.-The primary and largest lesion was a sharply defined plaque 3 by 4 cm. in the lower dorsal region, mid-line. The surface was covered with a dusky brown, heapedup collection of horny scales presenting a peculiar creasing of the surface, with a starlike pattern in the upper part; in the lower part the scaling followed the natural lines of the skin. Towards the edges of the discoloured central scale the colour was paler and merged into an atrophic border, 2 mm. wide, of paper-white colour. Just above the large lesion was a smaller patch about 1 cm. in diameter, and on the shoulder a 3 cm. plaque markedly elevated, of a violaceous colour, and covered by adherent scales, which showed silver psoriasiform cracks on scratching but no capillary bleeding. A 2 cm. plaque on the right hip showed similar cracks but was somewhat more raised centrally. At the top of the gluteal
